Pleural aspergillosis is rare, usually occurring in seriously ill adults against a background of tuberculosis and chronic bronchopleural fistulas.' We present a case occurring in a child that differs in many respects from previously reported cases.
seen in the empyema pus and there was no fungal growth on culture.
Despite wide bore intercostal drainage, suction, irrigation, and conventional antibiotic and antituberculous chemotherapy, the right hydropneumothorax failed to resolve satisfactorily. Bronchography showed filling of some of the cavities with contrast medium; no bronchiectasis or bronchopleural fistula was demonstrated, although a slow air leak continued. On the 35th hospital day a right thoracotomy was performed with evacuation of 450 ml of pus from a large empyema cavity. Pleural decortication was also undertaken; the resected pleura was grossly thickened to a width of 2 cm. Histological examination of the pleura showed necrotising granulomas with multinucleate giant cells (fig 2) . The central necrotic material contained fungal hyphae with appearances consistent with aspergillus. Stains for mycobacteria were negative. The appearances were consistent with a healing empyema and were uniform throughout the numerous sections that were made. Postoperatively the patient was treated with intravenous amphotericin (250 jig/kg a day for 21 days, total dose 236 mg) and made an 
